Dear Editor, I read the extremely well-written article by Chakrabarti et al. about the incidence of candidemia in critically ill Indian intensive care unit (ICU) patients [1] . The study highlights the high burden of candidemia in Indian ICUs. The patients at admission are at high risk of candidemia despite less severity of illness and, unlike in the West, the most common species is Candida tropicalis [1] [2] [3] .
These 27 Indian tertiary care hospitals are referral centers and a lot of these patients reach there after visiting private nursing homes or district hospitals. There is currently no functional national antibiotic policy to contain antimicrobial resistance in India. The policy published in 2011 has been put on hold because of the non-implementability of major recommendations [4] . There is no restriction on over the counter (OTC) dispensing of antibiotics without prescription. The real situation is that once the patients reach these nursing homes they are given carbapenems (now colistin and tigecycline are also being given), but still antifungals are not used in these settings [4] . One of the reasons for the high incidence of Candida infections in the study by Chakrabarti et al. [1] could be due to use of broad-spectrum antibiotics (92.3 %) in these patients with 43 % of these patients on carbapenems.
One very controversial message being given by this study is that candidemia occurs early and that too with less physiologic severity of illness [1] . This will in fact trigger intensivists working at nursing homes and district hospitals who are presently prescribing broad-spectrum antibiotics only, to start prescribing antifungals also. This will lead to rampant use of antifungals and will in turn increase antifungal resistance [5] . These are serious matters which are to be addressed.
The current scenario in Indian settings is that 80 % of ICUs are in corporate (private) ownership and 20 % are in government ownership. Here I would like to say that the cost of treatment is borne by the patient's family and not by government as is the case with the National Health Service (NHS) in the UK. The cost of echinocandin is US$10 as compared to US$3 for amphotericin B; pharma companies report that the incidence of renal failure is high with amphotericin B and most importantly they focus on C. glabrata and C. krusei species. One very positive message given by this study is that C. tropicalis is the most common species which is sensitive to amphotericin B, so we should be focussing on giving amphotericin B rather than echinocandins [1] .
The important take-home message for intensivists should not be to start antifungals in each and every patient and most importantly to restrict the use of broad-spectrum antibiotics. The first step in this direction has been taken by Ghafur et al. on the basis of the Chennai Declaration which suggests monitoring the use of high-end carbapenems, colistin, tigecycline, and antifungals [4] . A clear message from this study is the need for strict antibiotic and antifungal stewardship in Indian ICUs.
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